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Aulia Paramitha. R0315010. Asuhan Kebidanan Berkelanjutan Pada Ny.P 
Umur 25 Tahun Di Puskesmas Sangkrah Surakarta. Program Studi D III 
Kebidanan Fakultas Kedokteran Universitas Sebelas Maret 
Latar Belakang: Puskesmas Sangkrah tidak terdapat kasus kematian ibu, terdapat 
5 kasus kematian neonatal dari 196 kelahiran. Asuhan kebidanan 
berkesinambungan dibutuhkan Ny. P G2P1A0 25 tahun hamil 39
+2 minggu normal, 
persalinan dengan induksi, nifas normal, BBL dengan ikterik fisiologis, KB 
kondom. Perlu asuhan kebidanan berkelanjutan guna meningkatkan kesejahteraan 
ibu dan anak.  
Pelaksanaan: Asuhan kebidanan berkelanjutan pada Ny. P kunjungan hamil 2 
kali, persalinan 1 kali, nifas 3 kali, BBL 3 kali dan KB 2 kali. 
Evaluasi: Kehamilan Ny. P normal tanpa penyulit, persalinan dilakukan dengan 
induksi atas indikasi post term, nifas normal tanpa penyulit, bayi Ny.P dengan 
ikterik fisiologis saat kunjungan kedua dan Ny. P menggunakan KB kondom. 
Simpulan dan saran: Asuhan yang diberikan pada Ny.P efektif. Terdapat 
kesenjangan yaitu pada lama pemberian IMD yaitu hanya 10 menit dan episiotomi 
tanpa indikasi. Saran agar pihak rumah sakit melakukan asuhan sesuai dengan 
SOP, bagi klien untuk mempertimbangkan KB selain kondom yaitu kontrasepsi 
mantap atau kontrasepsi hormonal lainnya. 
 


















Aulia Paramitha. R0315010. CONTINUITY OF CARE ON Mrs. P AGED 25 
YEARS OLD AT COMMUNITY HEALTH CENTER OF SANGKRAH, 
SURAKARTA. Final Project. The Study Program of Diploma III (Associate’s 
Degree) Program in Midwifery, the Faculty of Medicine, Sebelas Maret 
University, Surakarta, 2018. 
Scope: At Community Health Center, no maternal immortality case was found, 
but there were five neonatal immortality cases out of 196 live births. The 
continuity of care (COC) was required by Mrs. P G2P1A0 aged 25 years old with 
the normal gestational age of 39+2 weeks, induction-assisted delivery, normal 
postpartum, neonate with physiological icteric, condom contraceptive for Family 
Planning Program as to improve the maternal and neonatal welfare.  
Implementation: The COC on Mrs. P was done with two times of antenatal visit, 
one time of delivery visit, three times of postpartum visit, three times of neonatal 
visit, and two times of Family Planning Program visit. 
Evaluation: Mrs. P’s gestation was normal without any complications. Her 
delivery was assisted with induction due to post-term indication. The postpartum 
was normal without any complications. Her infant was identified to suffer from 
physiological icteric on the second neonatal visit. Mrs. P chose condom 
contraceptive for her Family Planning Program. 
Conclusion and Recommendation: The COC extended to Mrs. P and her infant 
was effective. However, some gaps were found in the length of early 
breastfeeding initiation and episiotomy without any indications. Thus, hospitals 
are suggested to conduct COC according to the existing SOP, and clients are 
expected to consider other contraceptives in addition to condom one such as 
hormonal contraceptive and sterilization. 
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